ATTACHMENT J1
(EXAMPLE 12)




. . _ '
Q DEI.TA DENTAL "Based on Section 22816.7 of the G

nment Code"

Il — Voluntary
Delea Ders an et California Enro menf Vo unfa
Group Name ‘ \ Delta Group/Division Number
State of California - Exempt Employees 9949 - 8601
.o .. e . . i N e e s e et e e s e s - EEReVE——
A ENROLLEE >mplete this section for new enroliment or change of status) . * -
Name Social Security Number DatexExolonak Action Requesied Please enroll me
I! Effect'i Ve| O New enroliment O Reinstatement in the followmg:
i . . O COBRA enrollment (3 Transfer é Delia Dentol
e, - - - - / /. 0 Change inenrollment (3 Rehire O Delia Vision
el Firs) e e Middle Tnifial (Memberl_.D‘ Number) Month  Day Year
' Birthdate Sex Marital Status | Do you have Does your spouse have a dental plan? OJYes [ No N/A Employee Classification N/A
Thepy Year ! Single dependent h , .
Morried ! children? Fyes, who is covered: 85“’" seg" mDh‘.ﬁfr-”;e O Certificated [ FulMime O Partime
Male Divorced Pl Yes! ependent childre 0 Classified O Hourly (3 Retired
N Female  Separaied i tiNo If Delta Dental, indicate group number: 0 Scloried (O COBRA
Maoiling £ddress Telephone Number | ) .
~ Cuy _— Stote ZIP code
Q B . R T S ey . ——
Q. COBRA Enrollment / -
% ! underacnd thet | moy 'se requnre@ by the employer to pay for COBRA benefits
x
S Note: i Depengen: i ~oilng under own social security number, the original Member's social security number mus! be supplied,
y
- .- \ Qualifying Date / /
pd Beneiiis nreviously 1 ed under Social Security Number [Member I.D. Number) Month Day Year
w . ST D T e et e
% B' Change to Existing Enrollment (Complete all sections that apply] N/A e
O Neme cnange Add new dependent Delele dependiri i 1 Address change listed above
b4
t: Recser ‘o cacnge _ Effective date of change / /.
< o e . Month Day Year ;
CPE_EE_DENTS (Complete for new enrollment or to add or delete dependents) !
Spouse Name ' Add/ | Sex Birthdate Marriage/Divorce Date Spouse’s 1
iest i Gifterent First Middle Initiol Delete | M F “Month Day Year Month Day Yeor Social Security Number !
i
B A VA - et
Child Name If Child is 19 yeors or older |
oo ' : Add/ | Sex Birthdate check one Child’s ;
RN First Middle Initial | Delete | M F Month Day Year Full-fime Student | Diso Social Security Numbor_i'

Lo T |

D  Signature Form must be signed to be processed) . T B 3

I'vnderstand that | mey be required by the employer to pay for these benefits, | agree to confinue membership in this program during employment and while the progrom is in force and | agree 1o comply |
with the terms of the group contract !
Snriciiee S.gr I .

— Dote

Tene 6024 4.0

P






